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Nursing Care Guideline No. 

TRANSITION OF A YOUNG PERSON TO ADULT HOSPITAL SERVICES

Definition: The planned, purposeful process of transferring a young person with chronic health needs from child services to adult services which is centred around that young person’s social, emotional, educational, vocational and health requirements.

	· Discuss preferred method of contact with the young person if they do not attend future appointments.                                                                                                 

· Some young people may have a Health Action Plan when they enter into our services (e.g. learning disabilities) please refer to this as part of their transitional plan.

· For a young person who has a learning disability they will have a Health Action Plan or Traffic Light Assessment (You may need to refer to the STH Learning Disability Nursing Care Guideline 113) 

PREFERRED OUTCOME:  Appropriate planning of care for the young person and their guardian/next of kin to ensure a smooth transition between Child and Adult Hospital Services. 




Evidence Link: -

1.    Department of Health (2004) ‘The National Service Framework for Children, Young People & Maternity Services’. HMSO, London. www.dh.gov.uk
2. 
Department of Health (2008) Transition: Moving on Well. London. DH London www.dh.gov.uk
2.   RCN (2008)  Adolescence: boundaries and connections. RCN London. www.rcn.org.uk
3. 
RCN(2008)  Lost in transition; Moving on well; moving young people between child and adult services. RCN London. www.rcn.org.uk
Cross Reference 

STH FT Guidelines for Transition of a Young Person into Adult Hospital Services (2009)
STH Learning Disability Nursing Care Guideline 113 (2008)
GOAL:  To ensure all young people are adequately assessed and appropriately managed during transition to adult hospital services. 





GUIDELINE TO NURSING ACTION: -


Start discussions when the young person reaches the age of 13, as appropriate.


Send a Directorate/Trust letter on the young persons 13th birthday if appropriate to welcome them to the Adult Hospital Trust on receipt of the referral from Sheffield Children’s Hospital NHS FT or another referring hospital. (See example letter on CYP STH intranet)


For young people referred from outside of Sheffield please follow the guidelines and transitional planning as required. 


Future appointments at age 13/14; 14/15 and 16 years should be arranged as appropriate to support the young person.  


Young persons with multiple and complex needs may need to start their joint appointments from the age of 13.


For routine referral of young people the joint appointments may not need to start until the age of 15/16.


Clinic slots for the young person are to be at either the beginning or end of a morning or afternoon clinic, to separate them from adult patients.


Attending each of these transitional care joint appointments should be the young person, their guardian/next of kin, Lead Clinician, Clinical Nurse Specialist, Nursing Sister (from OPD or Inpatient area) Allied Health Professionals or other appropriate professionals.


Purpose of the joint clinic appointment is to identify a transition plan for the young person.


Please consider if the young person has a Health Action Plan or Traffic Light Assessment as this would need to be included as part of their transition plan.


Consent issues should be discussed with the young person, their guardian or next of kin as appropriate at the joint clinic.


General assessment of health and social care needs (activities of daily living) health plan is required for all young persons and should include:


Primary care/social care involvement/Community link


Educational needs


Likes and dislikes


Sexual health needs


General day to day requirements to support the young person.


Patient information for the young person and for their guardian/next of kin should be provided in an appropriate style and format.


Transitional plan (from Sheffield Children’s Hospital NHS FT or other referring Hospital) to be kept in the young person’s clinical record; copies of young person’s previous health records are required by the Adult Hospital Trust and should be obtained from the referring Hospital.


The young person should retain a copy of their own transitional plan (consider using a young person’s diary).


If appropriate, the Trust may need to identify a Patient Advice and Liaison Service (PALS) representative who would support the young person whilst in our care.


An educational programme, if required by the young person, should be devised by the appropriate professional team with the young person and their guardian or next of kin.


A copy of the transitional plan and a copy of the transitional clinic letter should be sent to the GP.
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